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The papers in this special issue of the Journal of Urban Health all help to make different parts of the case that there should be more and better health interventions in prisons and jails. This is an extremely important public policy debate, but it is a difficult one for the proponents of interventions to win because prisoners are generally a despised and marginalized portion of our society that has little or no political influence. To prevail in this policy debate, it is necessary to establish three critical points:
1. Correctional facilities are important settings for interventions because here a population that bears a disproportionately heavy burden of disease and that is disproportionately affected by related risk behaviors may be efficiently reached with interventions. 2. It is possible to mount successful health interventions among inmate populations. 3. Such successful interventions stand to benefit not only inmates and ex-offenders, their families, and partners, but also the public health at large, especially in the urban communities from which most prisoners come, and ultimately the public treasury.
These propositions have been asserted by numerous writers, 1-4 but have not yet been proven well enough to have a substantial influence on policymakers and budget makers.
Sabin et al. 5 present data that are important in helping establish the disproportionate burden of disease among inmates. They analyzed data from correctional facility human immunodeficiency virus (HIV) testing funded by the Centers for Disease Control and Prevention (CDC) between 1992 and 1998. These data come only from correctional systems with voluntary or on-request testing, so they probably understate the true HIV seroprevalence among inmates. This is because at least some HIV-infected inmates will not come forward for voluntary testing because they fear discrimination or mistreatment and, in any case, may not believe that they will receive proper medical care. Nevertheless, Sabin et al. found that 3.4% of tests were positive among more than 500,000 HIV tests administered in correctional facilities in 48 jurisdictions across the nation. This represents 11 times a national HIV seroprevalence estimate of 0.3% (the CDC's estimate of 750,000 HIV-infected individuals divided by the US population of 275,000,000). Moreover, fully 56% of the positive tests analyzed for the Sabin paper were for individuals learning their status for the first time.
In their description of the 1998 results of the voluntary HIV testing and counseling program of the Maryland Department of Corrections, Kassira and colleagues 6 provide additional evidence of the disproportionate burden of disease among inmates. The HIV seropositivity rate among Maryland prisoners (3.3%) was similar to the national rate for prisoners found by Sabin et al. (3.4%); thus, it was similarly many times higher than the estimated HIV prevalence in the total US population. As has been found in many jurisdictions, HIV-seropositivity rates among Maryland inmates were higher for females (5%) than for males (3%), underscoring the critical importance of services designed to meet women's particular needs. Overall, as elsewhere, the acquired immunodeficiency syndrome (AIDS) cases diagnosed among Maryland inmates were concentrated among African Americans (91%) and injection drug users (84%).
Other research has contributed to demonstrating that infectious diseases, chronic diseases, and other medical and mental health problems are disproportionately found in correctional populations. 7, 8 All of these findings point clearly to the importance of correctional settings for diagnosing disease in a population that generally had poor access to diagnostic services and other care prior to being incarcerated. 9 Thiede et al. 10 provide another part of the case for corrections-based health interventions. They show that risk behaviors for HIV and hepatitis C are extremely prevalent among inmates, in this case, a group of recently arrested injection drug users in Seattle, Washington. These risk factors include sharing of injection equipment and unprotected sex. Only a small percentage of these individuals had been vaccinated against hepatitis B, again demonstrating the extent to which this population has been underserved. Other research indicates that about 80% of all state and federal inmates have some form of substance abuse problem, and about 25% have histories of injection drug use.
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The work of Rich et al. 12 addresses the next component of the necessary proof: Health interventions can be successfully mounted among prisoners. Their paper, together with previous publications from their group, [13] [14] [15] [16] collectively documents the successful implementation of a program of continuity of care, discharge planning, and community linkage for incarcerated men and women in Rhode Island who have or are at high risk for HIV infection; reduced rates of recidivism were found among participants in this program. An extremely important contribution of Rich et al. is to show that a harm reduction approach can work; that is, ex-offenders, even those who continue to use drugs (as many of the Rhode Island participants do), can still be retained in HIV medical care and other community-based services if they are given adequate support. These findings help to refute the common belief that inmates and ex-offenders have no concern for their health, and therefore, efforts to engage and retain them in health services are a waste of time and resources. Kassira et al. 6 present evidence of positive outcomes, in terms of HIV-related knowledge and behavioral intentions, among participants in a Maryland prisonbased prevention case management program.
Richie et al. 17 describe Health-Link, an intervention that targets drug-using women in New York City jails. This comprehensive program provides case management and social support in jail and a year of postrelease services designed to facilitate successful community reintegration. A previous report on Health-Link, 18 using a quasi-experimental design, found a significant reduction in rearrest rates among women who received community services. This model is currently being tested in a randomized trial. Another important feature of Health-Link is that it operates on multiple levels. It empowers and supports service providers as well as clients and seeks to influence larger policy decisions regarding programs and services for vulnerable and underserved populations, such as incarcerated women, as well as the communities from which they come and to which they return.
The Hampden County (Massachusetts) jail, which serves the Springfield-Holyoke metropolitan area, has also worked in concert with community health centers and many other community-based providers to demonstrate a "public health model of correctional health care." Inmates with serious medical or mental health problems are matched by the ZIP code of their residence to a community health center. Dually based teams of providers care for these inmates both in the jail and at their assigned community health center following their release. Initial data from the program, which is currently undergoing a formal evaluation, show that 80% of patients appeared for their first post-release appointments at their assigned community health centers. 19 Unfortunately, however, most correctional systems have nothing like this systematic discharge planning and community linkages for inmates leaving their facilities with or without medical and mental health problems. 20 The consequences of inadequate discharge planning, linkage, and support have been demonstrated in a North Carolina study of inmates with HIV disease. Those who were treated with highly active antiretroviral therapy while they were incarcerated achieved undetectable HIV viral loads; when they were released and reincarcerated, they had experienced substantial rebounds in viral load when tested on return to prison. By contrast, a group of inmates who remained continuously incarcerated suffered no such viral load rebounds. 21 The last, and perhaps most critical, component of the proof of the value of health interventions in correctional facilities is to show that these interventions can benefit the larger public health and save the taxpayers money. Without this part of the proof, the overall effort is likely to fail because the public and politicians have a distinct lack of interest in programs, no matter how successful, that benefit only inmates and their families. Rich et al. 12 show that the Rhode Island program is relatively inexpensive, while Varghese and Peterman, 22 using standard cost-effectiveness analysis techniques, demonstrate that HIV counseling and testing in correctional settings will save substantial public expenditures downstream in terms of averted cases of HIV. This results both from prevention of secondary transmission by index cases and from the effects of counseling in helping uninfected individuals avoid acquiring HIV.
The papers in this issue all make important contributions to the three-part proof of the value of correctional health interventions, and they help establish the need for more aggressive disease screening and case finding, disease prevention, medical and mental health treatment, discharge planning, and community linkages for correctional inmates.
However, additional research is still needed to establish conclusively all three parts of the proof. More data must be marshaled to demonstrate the disproportionate burden of disease among inmates and ex-offenders and their poor prior access to health care. All types of health interventions in correctional settings must receive more rigorous evaluation. Admittedly, this is challenging because of the added hu-man subject protections that have properly been erected around any proposed research involving prisoners. In particular, randomized controlled trials of interventions and even quasi-experimental research designs face serious ethical problems in populations that have been, and continue to be, so woefully underserved. Nevertheless, it is ultimately sound research and evaluation findings that may carry the day in the policy debate over the value and importance of health interventions in correctional facilities. Finally, and perhaps most important, evaluations of correctional health interventions must include, at every point and for every component, economic analyses with the potential to demonstrate the benefit of these programs for the larger public health and for the downstream costs of publicly funded programs.
